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The credo of the American Venous Forum (AVF) is that the
cornerstone for management of chronic venous disorders (CVD) is
an accurate diagnosis and classification of the underlying venous
problem, which creates the base for correctly directed treatment.
The AVF, together with international experts, created the CEAP
classification at a 1994 meeting in Hawaii. In 2004, 10 years after
its introduction, a revision of CEAP was established by an AVF
international ad hoc committee and published in the Journal of
Vascular Surgery1—we have got an internationally accepted classi-
fication of CVD, “we can speak the same language.”
Recurrent varices after surgery (REVAS) is a common, com-
plex, and costly problem, and the data in the literature suffer from
a lack of uniformity. I had the privilege to participate in the
consensus meeting organized by Michel Perrin, the first author of
the present report, and his French colleagues in Paris in July 1998,
at the same time as the French team won the World Cup in soccer
a few blocks away from the meeting. The goal was to create a
classification for REVAS to be used as a complement to CEAP,
which was expanded to define the sites, nature, and sources of
recurrence, as well as the magnitude of the reflux and possible
contributory factors. Factors responsible for recurrence and rec-
ommendations for primary prevention were debated.
The need for well-planned prospective studies was obvious.
Several future studies were recommended, and this report is oneof 170 patients with recurrent varicose veins after previous surgery
from 14 institutions in 8 countries. The aim of the study was to
classify the patients according to the CEAP and REVAS classifica-
tions by using physical examinations and duplex scanning. The
REVAS form was filled in again 2 to 8 weeks after the first
examination by the same physician and by another physician. The
data on reproducibility of the REVAS information has been sub-
mitted for publication to the European Journal of Vascular and
Endovascular Surgery. In this study, 70.9% had varicose veins and
swelling (C2, 3) and the rest (29.1%) had skin damage (C4, 5, 6).
More than 90% had primary etiology. The saphenofemoral junc-
tion and leg perforators were the areas most often involved by
recurrent reflux. Neovascularization was as frequent as technical
failure (20% vs 19%).
This is an interesting report confirming that the use of proper
classification will lead to better understanding of the underlying
venous problem and, hopefully, improved initial treatment of
patients with CVD.
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